Prescribing Antibiotics:General Practitioners Dealing with “Non-Medical Issues”? by Pedersen, Inge Kryger & Jepsen, Kim Sune Karrasch
u n i ve r s i t y  o f  co pe n h ag e n  
Københavns Universitet
Prescribing Antibiotics
Pedersen, Inge Kryger; Jepsen, Kim Sune Karrasch
Published in:
Professions and Professionalism
DOI:
10.7577/pp.1983
Publication date:
2018
Document version
Også kaldet Forlagets PDF
Document license:
CC BY
Citation for published version (APA):
Pedersen, I. K., & Jepsen, K. S. K. (2018). Prescribing Antibiotics: General Practitioners Dealing with “Non-
Medical Issues”? Professions and Professionalism, 8(1), [e1983]. https://doi.org/10.7577/pp.1983
Download date: 03. Feb. 2020
www.professionsandprofessionalism.com 
Page 1 
 
 
 
 
 
Inge Kryger Pedersen and Kim Sune Jepsen 
Prescribing Antibiotics:   
General Practitioners Dealing with 
“Non-Medical Issues”? 
Abstract: The medical professions will lose an indispensable tool in clinical practice 
if even simple infections cannot be cured because antibiotics have lost effectiveness. 
This article presents results from an exploratory enquiry into “good doctoring” in the 
case of antibiotic prescribing at a time when the knowledge base in the healthcare 
field is shifting. Drawing on in-depth interviews about diagnosing and prescribing, 
the article demonstrates how the problem of antimicrobial resistance is understood 
and engaged with by Danish general practitioners. When general practitioners speak 
of managing “non-medical issues,” they refer to routines, clinical expertise, 
experiences with their patients, and decision-making based more on contextual 
circumstances than molecular conditions—and on the fact that such conditions can 
be hard to assess. This article’s contribution to knowledge about how new and global 
health problems challenge professional actors affirms the importance of such a 
research agenda and the need for further exploration of the core problems posed by 
transnational sociology of professions. 
 
Keywords: Transnational jurisdiction, Abbott, antibiotic resistance, clinical 
practice, Danish GPs, non-pharmacological basis of therapeutics 
 
 
Antimicrobial resistance (AMR) has become an urgent public health concern, some-
times represented as marking the end of a “golden age of medicine” (Washer & Joffe, 
2006, p. 2141). The AMR problem is one of very few exceptions where the global 
as well as the national public—such as the World Health Organization (WHO), the 
European Commission (EC) and national health authorities—is questioning the au-
thority of professional to monopolize treatment decisions when excessive use of an-
tibiotics is considered to be the most important driver in the development of AMR. 
However, the phenomenon of antibiotic overprescription and resulting resistance 
cannot be grasped on its own. To explore what happens when medical doctors en-
counter political claims in their clinical work—such as claims from transnational as 
well as national organizations, which might impinge on professional tasks and prac-
tice—is the key objective of this article. 
The sociology of professions is opening up to the topic of how global transfor-
mations have an impact on the professions—and vice versa (Brante, 2011, Evetts, 
2011, Faulconbridge & Muzio, 2011). However, while important work is being done, 
for example, on transnational professional networks (Seabrooke & Tsingou, 2015), 
an urgent question has yet to be systematically explored: that is, how actual profes-
sionals have an impact on and are themselves influenced by, the changing local as 
well as global contexts of professional work. Professional relations, and not least 
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work, are organized via jurisdictions that are, according to Abbott, defined as prob-
lem-spaces linking professional groups to particular work tasks over which they 
claim expert authority (1988, p. 20). The jurisdictional core task for the medical pro-
fession is to cure. As Abbott has noted, a profession like medicine, which already is 
compact with a formally rich body of knowledge, will “lose strength in its current 
jurisdictions if it claims yet another one, forcing its justifying abstractions to the 
limits of vagueness” (Abbott, 1988, p. 104). If the knowledge system is relatively 
logical, rigorous and scientific, the jurisdiction is more prestigious and untouchable 
(Abbott, 1988, pp. 104-108). So what happens when a problem-space, in this case, 
prevention of antimicrobial resistance, is “vacant” (Abbott, 1988, pp. 88-91)?  
This article contributes insights into how locally situated medical professional 
work, in this case, general practice in Denmark, is interrelated—or not—to large-
scale problems such as AMR. Following significant strands within the sociology of 
professions, the article focuses on the manner in which the problem of antibiotic use 
is understood and engaged with by general practitioners (GPs). This should be seen 
against the background of how the total consumption of antibiotics in primary care, 
even within the past decade, has increased considerably in Denmark (DANMAP, 
2013). Our empirical material addresses knowledge garnered from individual doc-
tors’ professional experience more than it does science-based knowledge. In demon-
strating how the problem of AMR is understood and engaged with by Danish GPs, 
this article suggests that what GPs consider as “non-medical issues” are linked to 
important sociological areas of study about new health problems challenging profes-
sional actors, sometimes in indirect ways. Such a contribution to knowledge about 
GPs’ practices and reflections affirms the importance of a research agenda grounded 
in the jurisdiction as a dynamic view of the dominance over areas of work. Drawing 
on Abbott’s (1988; 2005) vocabulary allows us to discuss dynamic processes in the 
workplace, as his view of jurisdiction links not only to “closure” but also, indeed, to 
jurisdictional activities. Insofar as our analysis approaches the work task, prevention 
of antimicrobial resistance, from a “linked ecology” perspective (Abbott, 2005), yet 
concentrates on a microsociological and mainly mono-professional empirical field, 
it points to the need for further exploration of the core problems posed by 
transnational sociology of professions.  
Regulatory boundaries of general practitioners’ work 
In Europe, an estimated 25,000 people die each year from multidrug-resistant bacte-
ria, and the loss of productivity incurred by resistant bacteria is estimated at more 
than 1.5 billion euro per year (EC, 2015, p. 4). However, AMR poses considerable 
dangers to public health all over the world, and a key objective of current policy 
interventions revolves around “prudent use” and control of existing antibiotic agents 
as stated by the WHO (2014, pp. xiii & 1). Subsequently, there has been a strong 
emphasis on the need to implement national guidelines grounded in evidence-based 
science and best practice in medical treatment (EC, 2012, p. 2).  
Denmark was among the first countries to develop comprehensive surveillance 
and control by creating the institution of the Danish Integrated Antimicrobial Re-
sistance Monitoring and Research Program (DANMAP) in 1995. Although 
international European surveillance suggests that the Nordic countries are among the 
least infected (ECDC, 2013), recent surveillance by DANMAP also indicates that 
the public health problem of AMR is accelerating: 
 
The consumption in primary healthcare accounts for 90% of the total antimicro-
bial consumption. The proportion of broad-spectrum agents was 5% higher in 
2013 compared with 2012. Since 2004, the overall consumption of antimicrobial 
agents in humans has increased by 20%. For broad-spectrum agents, the increase 
has been 72%. (DANMAP, 2013, p. 15)  
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In response, guidelines have been issued by the Danish Health Authority (SST) to 
ensure a more “rational” use based on clear indications before treatment and use of 
antibiotics less susceptible to encouraging resistance (SST, 2012, p. 5). Recently, the 
Danish Medical Society for General Practice (DSAM), the society representing GPs, 
complemented this recommendation with comprehensive clinical guidelines that 
also emphasize rational use and target the treatment measures necessary. However, 
these guidelines further emphasize that diagnoses grounded in evidence-based sci-
ence might not be feasible in clinical situations (DSAM, 2014, pp. 67).  
The ambiguity of guidelines  
Empirical studies within organizations and indeed science studies on medical stand-
ards and guidelines have indicated that guidelines do not necessarily reduce varia-
tions in local practices and institutionalized patterns (e.g., Timmermans & Kolker, 
2004; Zuiderent-Jerak, 2009). Standardizations and guidelines may sometimes trans-
form practices but do not prevent diversity and local specificities (Castel, 2009, p. 
745). Castel has shown that they may even enhance variations since guidelines are 
used strategically by individual and groups of physicians (2009, p. 745).  
It is well recognized, for example, within the literature on deprofessionalization 
and proletarianization (e.g., Britten, 2001; Weiss & Fitzpatrick, 1997), that there are 
extraneous pressures on clinical behaviour (Larsen, 2016), and literature on doctor-
patient encounters has shown that patient pressure can act as an incentive to influ-
ence doctors’ behaviour (Stivers, 2007). However, as the sociology of the medical 
profession, in general, has stated, the cornerstone of professional identity remains 
predicated on clinical autonomy, and practitioners claim discretionary power to han-
dle various practices (e.g., Armstrong & Ogden, 2006; Larsen, 2016). Drawing on 
our empirical findings, we will use the discussion section to link how GPs defend 
clinical autonomy, for example, when describing how guidelines are not able to 
cover clinical complexity, with a discussion of how prevention of AMR is consid-
ered—or not—by GPs as a task area.  
In Hemminki’s “Review of literature on the factors affecting drug prescribing”, 
which appeared in Social Science and Medicine more than four decades ago, he 
wrote: 
 
If only medical factors influence prescribing, the variation in prescribing prac-
tices might be explained by differing patient populations but many other factors 
… have been found to affect prescribing. (Hemminki, 1975, p. 111) 
 
Armstrong and Ogden have cited this and noted that several researchers have since 
tried to identify what has been described as, for example, “the non-pharmacological 
basis of therapeutics,” “extraneous influences,” “the idiosyncrasies of individual 
practitioner judgement” or, as they themselves sum up such factors, “the alternative 
sources of influence,” to offer a more rational basis for prescribing (2006, pp. 
951952). More literature has dealt with strategies to help disseminate more appro-
priate treatment advice (e.g., Lugtenberg, Zegers-van Schaick, Westert, & Burgers, 
2009) than to identify why many of those strategies, for example, dissemination of 
information, did not seem to change professional practice (Bero et al., 1998). There 
appeared to be “no magic bullets,” as Oxman et al. (1995) have put it. A need for 
multifaceted solutions (Haines & Jones, 1994) remains the only solution to bringing 
about a policy of rational treatment. Armstrong and Ogden (2006, p. 953) sum up 
that “multiple source” models have been identified, but that these are generalized 
accumulation models.  
This article will focus on which “alternative sources of influence” GPs 
acknowledge in their reflections and descriptions of experiences with issues of anti-
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biotic prescribing. That is, the article will look at how—and why—antibiotic pre-
scribing sometimes is linked to a dilemma; for example, should a GP’s decision to 
prescribe antibiotics be based on a patient’s risky although not molecular conditions 
or strictly follow guideline recommendations in order to reduce antibiotic usage? 
How does a GP handle an individual patient’s health challenges while at the same 
time considering the global AMR problem? The particular jurisdictional task, pre-
vention of AMR, can be conceptualized by what Abbott terms “external forces” 
(2005, p. 246), rather than by professions seeking new ground. However, as the anal-
ysis and discussion will show, not only external but also internal forces are at play 
when the GPs’ own scientific society, DSAM, in light of the AMR problem has de-
veloped comprehensive clinical guidelines for antibiotic prescriptions (DSAM, 
2014). Guidelines embody the extent of medicine’s jurisdiction (Timmermans & 
Kolker, 2004, p. 178), and we consider antibiotic usage a matter of how jurisdictions 
work, that is, usage is subject to the regulatory boundaries of professional work (Ab-
bott, 1988; 2005). Abbott approaches jurisdictions as dynamic “problem-spaces” and 
interprofessional competitions as open-ended (Abbott, 2005). Our empirical findings 
will hint at jurisdictional activities at the workplace level when clinical complexity 
interferes with guidelines’ knowledge base. 
Methods: Casing the professional practices of “prudent use” 
This article is based on a study in which we collaborated with a large group of re-
searchers from four faculties on the project UC Care—University of Copenhagen 
Research Centre for Control of Antibiotic Resistance. Our sociological subpro-
ject “What is good doctoring when antibiotic resistance is a global threat?” is based 
on empirical materials such as documents (standard procedures, guidelines, registra-
tion forms), qualitative in-depth interviews with GPs, and notes based on meetings 
with microbiologists and medical scholars about clinical practice, all collected in 
201516. The decision to interview provided access to agendas, as well as to under-
standings and opinions held by GPs, about the global health issue of AMR. The in-
terviews concentrated on the following: (i) in which activities are the GPs’ called 
upon to exercise their judgements, and (ii) how do the GPs know whether they have 
made the right decision in prescribing antibiotics in a variety of specific situations. 
Drawing on abductive analysis (Tavory & Timmermans, 2014) of the empirical ma-
terial, we explored how a range of dilemmas and problems preoccupy the general 
practice field.  
Access to the field was acquired with the help of a medical scholar via open in-
vitations in an online forum for GPs. This access allowed for contact with GPs all 
over the country, representing urban as well as rural populations. We contacted a 
limited number of the interviewees by the snowball method to cover almost all re-
gions of Denmark. The in-depth individual interviews were conducted by the authors, 
together or singly, and 21 GPs were interviewed for between 60 and 80 minutes. 
Most interviews were conducted in the GPs’ offices; three preferred to be inter-
viewed in a meeting room at The University of Copenhagen. The interviewees were 
selected with a view to ensuring as broad a range as possible in terms of gender, age, 
geographical location and occupational experience. As an extension of this sampling 
strategy, we pursued, in particular, an interest in different occupational experiences 
arising from forms of practice, solo as well as group practices. We aimed to explore 
when, where, and why (or why not), as well as how, the AMR problem was reflected 
by a range of GPs in different situations and locations.  
The interviews followed a semi-structured interview guide formalized around the 
following themes: (a) daily treatments of patients; (b) guidelines and recommenda-
tions; (c) respiratory tract infections (RTIs); (d) attitudes towards professional en-
gagement with antibiotic usage considered as a global issue. RTIs were taken as an 
example of diagnoses owing to recent evaluations of general practice, which have 
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shown that such infections remain a leading reason for prescribing when in fact only 
20 % of the prescriptions are medically necessary (Llor & Bjerrum, 2014, p. 8). The 
guide included questions and presentation of statistics that were meant to invoke 
engagement, evaluation and judgement of unresolved issues of antibiotic usage. To 
this end, we based our interviews on descriptive questions concerning the concrete 
experience of handling antibiotic treatments, and from these questions, we sought to 
gain a dense array of examples (Spradley, 1979, pp. 7891). Questions such as “Can 
you describe the situation when you most recently prescribed antibiotics?”; “Could 
you tell me of a situation…?” or “Can you provide an example of…?” were signifi-
cant in helping us to learn more about how GPs engage with antibiotic treatments.  
This method opened the way for so-called “in-vivo” terms (Spradley, 1979, pp. 
7891), which are words and concepts used by the GPs themselves. We included 
important in-vivo terms in the interviews that followed to obtain a deeper under-
standing of the terms, or maybe to set them aside if other interviewees did not rec-
ognize the terms. For example, some of the first interviewees referred to so-called 
“non-medical issues” concerning specific patients or situations they as GPs had to 
or wanted to be aware of when deciding whether or not they should prescribe anti-
biotics. Thus, in the interviewing process, we created a second set of questions that 
called for free reflections on and evaluations of certain terms or framing. It means 
we came close to a conceptual interview (Kvale & Brinkman, 2009, pp. 151153) 
that explored the meaning and understandings attached to certain notions.  
The interviews were taped, transcribed and analysed by examining uncertainties, 
ambiguities or controversies between what was valued and how things were done, 
just as we allowed the GPs to delineate and position themselves in the social land-
scape of other professionals and pressing concerns in the antibiotic field. That is, in 
view of the themes mentioned previously, we have sought to acquire knowledge of 
different valuations that sustain professional jurisdictions and make it possible to 
look more closely at this open question: What is good doctoring when AMR is a 
global threat? (see Pedersen & Jepsen, 2018). In line with our methodological con-
cern, the study did not attempt to provide a representative picture of how GPs as a 
whole understand and engage with antibiotic usage. Adopting a qualitative approach, 
we took as our directive to explore how a range of dilemmas and problems charac-
terize the field of general practice and to address issues of good doctoring within the 
article’s theoretical position.  
The elements of informal knowledge and practical tasks identified in this article 
have emerged mainly from what GPs reported in the interviews. The findings are 
based on the explanations and understandings that GPs themselves used to account 
for their actions. We wanted to gain insights into clinical practice and how GPs con-
ceived of their handling of antibiotics and sought to cope with AMR. Of course, we 
have been careful and systematic in how we gained our insights and wrote about 
them, but we assume significant variation among GPs’ practice and experiences, an 
element our research material as designed might not be able to show, as we did not 
observe GPs performing clinical work, for example. Yet our sampling strategy pre-
sented above was developed to acquire insights into variations. After we had con-
ducted just a few interviews, we noticed that clinical conditions such as having a 
solo or group practice, a long or short work experience, and a heterogeneous or rel-
atively homogeneous group of patients—for example, relatively old or young, many 
or few immigrants, long or short distances travelled by patients to attend the clinical 
practice—were aspects that the GPs themselves mentioned as important to the kinds 
of challenges they experienced.  
From the perspective of our concern with professional practice and owing to the 
current lack of knowledge about the character of the jurisdictional task—how pre-
vention of AMR works—the themes we have focused on are based on existing liter-
ature and studies; they rely, as well, on what discussions with key persons have re-
vealed to be significant to exploring situations of antibiotic usage in the clinical set-
ting. In order to protect the privacy of the interviewees, they have been assigned 
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numbers. The analysis as follows focuses on the resources, understandings and ca-
pacities used by the interviewees to handle diagnosing and antibiotic prescribing in 
light of the AMR problem.  
Global disturbances in local general practice?  
Patients are not alone in being expected to demonstrate adherence, in their case, to 
doctors’ advice. In recent decades, as the development of clinical practice guidelines 
has boomed, doctors have been expected to demonstrate adherence to such guide-
lines that create challenges in clinical practice (e.g., Timmermans & Kolker, 2004). 
Closer examinations of how medical professionals engage with infections, in 
particular, RTIs, have shown in a range of contexts that the social dimension of how 
a disease is understood and engaged with in a clinical context is significant for GPs’ 
work (e.g., Kumar et al., 2003; Lugtenberg et al., 2009). Such studies have found 
that the culture of prescribing is influenced by the nature of daily practice, which is 
shaped by various non-pharmacological factors such as a good doctor-patient rela-
tionship, pressures of time, lack of energy to resist demands, and uncertainty in di-
agnosis. The studies indicate that “conflictual situations” are integral to the orderly 
routine that GPs are faced with in the case of diagnosing and antibiotic prescribing 
(Stivers, 2007). 
In this analysis, we concentrate on the theme of “non-medical issues” that ap-
peared as an in-vivo term in our meetings with doctors about the AMR problem, as 
well as in the interviews with GPs. It refers to the GPs’ routines, clinical expertise 
and experiences with their patients, and is a term used to explain dilemmas and de-
cisions based on more contextual circumstances than molecular conditions—as well 
as on the fact that such conditions can be hard to assess. Current daily practice for 
Danish GPs is likely far from the scenario outlined by the WHO, in which the med-
ical profession will lose one of its most important tools in clinical practice if even 
simple infections cannot be cured. However, almost all of the interviewees said that 
they regularly had experienced patients with resistant bacteria. Thus, some of their 
judgements in daily practice acknowledge elements of such a scenario. In what 
follows, we demonstrate how such issues appear within “the informal arena” of 
jurisdictional claims, namely the workplace.  
Making a diagnosis 
For the purpose of analysing the significant activities included in judgements by GPs, 
we asked how they knew whether it was the right decision to prescribe antibiotics in 
a range of specific situations. Focusing on the manner in which a diagnosis was made, 
the GPs engaged in different practices to arrive at a final decision. Physical observa-
tions and listening to the patient’s illness narrative seemed to be part and parcel of 
all consultations: practices that are evident and necessary, but not always sufficient. 
Observations included considering symptoms and warning signs, in particular, high 
fever, and also sometimes examining the throat and, with a stereoscope, the lungs. 
Most of the GPs told us that they regularly use or previously have used or intend to 
use so-called rapid tests, in particular, urine tests and CRP (C-Reactive Protein, a 
blood test marker for inflammation), to indicate whether a patient is suffering from 
a virus or a bacterial infection. In general, only the latter should imply antibiotic 
prescribing. All the GPs also regularly used laboratory tests to inform themselves 
more specifically about which bacteria are present. However, as some of them said, 
lab tests take more time, often at least 24 hours, and the results might not indicate 
whether the bacteria present are the reason for the patient’s feeling bad.  
Moreover, grey zones often feature where a diagnosis is not easily affirmed, and 
it is difficult to acquire knowledge about what is at issue, a bacterial infection or a 
virus, or maybe “something in-between.” Most of the GPs noted that timing can play 
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a role if the consultation takes place on a Friday, just before the weekend, or before 
holidays. Many doctors expressed worries about leaving their patients to out-of-
hours services, not only because some GPs find these services less safe, but also 
because the treatments become more expensive, not for patients themselves but ra-
ther from the perspective of overall health economics. From all accounts, it appeared 
that the nature of the GPs’ advice indeed depended on for whom they were consid-
ering prescribing antibiotics. In particular, the interviewees were less reluctant to 
prescribe antibiotics when confronted with patients experiencing complex issues 
such as comorbidity and those with specific weaknesses, for example, elderly people, 
babies, formerly hospitalized patients, or patients who have problems caring for 
themselves, perhaps because of certain types of disabilities. Some of the GPs men-
tioned that COPD (Chronic Obstructive Pulmonary Disease) patients were more 
likely to get a prescription if there was the slightest indication of bacterial infection. 
Likewise, the worry expressed by parents of small children could influence some 
GPs’ decisions. Sometimes it is hard to determine where a baby feels pain, and a 
thorough examination might be difficult and time-consuming to conduct.  
One experienced GP said that if he had taken the decision to prescribe antibiotics 
and was relatively sure it was the right decision, then he would never use tests: 
“These will only add doubts to your decision” (GP1). Many GPs mentioned that the 
tests can be used as indicators but will not always yield a precise measure, and often 
they indicate a grey zone. Sometimes a rapid test can be used as a “pedagogical tool,” 
a term suggested by GP3 to cover activities useful for convincing a patient. Some of 
the GPs, in particular, those dealing with quite a few highly educated patients, found 
that more and more patients had themselves become sceptical about antibiotic treat-
ments and preferred to find other solutions or just to wait and see. 
“Wait-and-see-prescriptions,” suggested in DSAM’s newest guidelines (2014), 
were used by several of the interviewees to give to patients or parents they consid-
ered capable of monitoring their own or their kids’ health condition. That way the 
recipients could get antibiotics without consulting the GP again if the condition 
worsened. Such prescriptions were used when it was hard to make a clear diagnosis, 
when GPs were busy in their practice, when a prescription seemed to calm down 
patients who were worried or sceptical, or when a weekend or holiday was approach-
ing. Some of the GPs were not willing to suggest possible treatments about which 
the patients themselves had to decide; others were not familiar with this concept of 
“wait-and-see” or termed it otherwise, in particular, if they had used this strategy for 
years. The interviewees with experience of wait-and-see-prescriptions said that they 
only used them for certain kinds of patients. They had to know the patients very well, 
and some GPs underlined or indicated that often there is a social issue at play in such 
a decision. One of them said that she would never give a wait-and-see-prescription 
to certain patients, for example, to a worried mother from an ethnic minority that 
typically has experienced fever as harmful (because of greater mortality risk in less 
affluent countries): 
 
No, I won’t ever do that because for sure the mother will use it immediately, so 
no, I won’t ever do that again. I can do it for Danish parents, who often don’t use 
the prescription anyway. In such cases, it’s definitely a good idea. (GP2) 
 
Although the “wait-and-see” concept is mentioned in the DSAM guidelines, only a 
few interviewees, when asked, said that they had noticed it. This brings us to the next 
theme, which will focus on issues other than those recommended by guidelines.  
Beyond guidelines 
The accounts demonstrated significant differences between everyday general prac-
tice with its random human problems and the specialists’ and guidelines’ more nar-
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row focus on specific disease types. The issue of grey zones has illustrated this al-
ready. As in Armstrong and Ogden’s study (2006, p. 958), many of the GPs in our 
study complained about “the sheer volume of guidelines that were sent to GPs mak-
ing it difficult to separate the wheat from the chaff.” Whereas only a very few had 
noticed the recent guidelines about antibiotic prescribing that were developed and 
forwarded by their own scientific society, DSAM, all were aware of the guidelines 
distributed by the Danish Health Authority (SST). However, in general, they consid-
ered them literally as guidelines, that is, they felt free to disregard them without find-
ing reasons necessarily to change their usual practices.  
One of the GPs who knew of the version by DSAM referred to discussions among 
peers and noted that the two respective guideline recommendations “clash.” She ex-
plained that the SST’s guidelines require measurement of the fluid pressure in chil-
dren with otitis—a requirement that she found impossible to meet in daily general 
practice. The SST’s guidelines are notable for being developed by experts other than 
GPs, she said. 
 
our guidelines are more and more created by people who aren’t familiar with 
our daily situations … for example, by ear-nose-throat specialists who have a 
professional focus on a selected subpopulation of children with ear disorders. 
(GP5) 
 
Another interviewee (GP3) who also had read the guidelines from DSAM noted that 
they are all too long and complicated and not very “pedagogical” if they are designed 
to reach GPs with busy everyday practice. Informal meetings and talks with GP 
scholars have confirmed this impression. Some of the GPs emphasized that they pre-
ferred the SST’s short editions of guidelines. Also, posters and brochures distributed 
by the SST to hand out to patients or hang up in practices were appreciated by several 
interviewees.  
Although it might not concern guidelines in general, a prevalent attitude among 
the interviewees was that updated versions of guidelines for antibiotic prescriptions 
were treated with a fair degree of scepticism. Their experience has demonstrated that 
there is rarely just one way of handling the same diagnosis. Clinical treatment may 
involve many special situations. Guidelines for a specific diagnosis or for the use of 
a certain treatment might not help patients with comorbidity who need special atten-
tion, several interviewees emphasized. Many situations giving rise to doubt were 
described when doctors handle patients with viruses or bacterial infections; for ex-
ample, when the test results were ambiguous or incongruent with the GP’s physical 
observations and assessment, which also was based on the patient’s illness narrative 
and career of diseases. GP3 said that she usually did not want to override standard-
ized treatments but told us anyway about several incidents where she did. One of the 
incidents involved a family with a father who had received a negative test result and 
did not seem to be suffering from bacteria that antibiotics could help. He got them 
anyway: 
 
they were on their way to spend their holiday in Turkey. First and foremost, it’s 
hard to have half your holiday ruined if you suddenly develop a fever and need 
to find out how to get to a doctor in Turkey. And the risk was high that he would 
get five different kinds of broad-spectrum antibiotics if he consulted a Turkish 
doctor. So I believed it was better for me to prescribe some narrow-spectrum 
agents than what he would get down there.  
 
In this case, the dilemma was explained by considerations about the availability and 
proper use of antibiotics. Other dilemmas were concentrated on using antibiotics for 
prevention of serious illnesses. Some of the GPs told us about bad experiences they 
had endured as an explanation for prescribing antibiotics for safety reasons: 
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The first patient I saw today got antibiotics…. He wasn’t terribly sick ... that is, 
he wasn’t suffering from a high fever and wasn’t that bad. When I take such a 
decision and choose to prescribe antibiotics, I do it in light of what’s happened 
before…. Last time that he was sick, he was hospitalized, so therefore I didn’t 
have the courage not to prescribe antibiotics. I could have performed a blood test 
to support my decision, but I don’t think I would have changed my mind because 
he isn’t very resilient and he’s 78 years old. (GP1) 
 
GP1 added: “you lower the bar when you have had bad experiences.” Another GP 
put it like this:  
 
You develop your own kind of safety net when you’ve had a bad experience. A 
bad experience is of higher importance than what ten randomized studies say. 
(GP3) 
 
Low socioeconomic status of patients has been suggested as a cause of overprescrip-
tion when GPs suspect poor health conditions and react with a concern for safety 
first (Kumar et al., 2003). The issue of antibiotic usage in clinical settings is about 
safety on various levels. GPs’ experiences and dilemmas tell us that the reality of 
their practices is not simply a matter of making judgements and decisions. There are 
tensions between guidelines and clinical reality, and all the GPs interviewed said 
more or less explicitly that clinical autonomy is valued. In the section that follows, 
inspired by Armstrong and Ogden’s work on the role of etiquette (2006), we will 
explore how clinical autonomy is shaped by specific “tacit measures” for maintain-
ing autonomy.  
Professional etiquette 
By addressing different kinds of decisions, challenges, and dilemmas, all the inter-
viewees gave the impression that they were protecting their own as well as their 
peers’ clinical autonomy. Professional etiquette is understood as a constrained be-
haviour, wherein doctors respect clinical autonomy by not interfering with the clin-
ical judgement of another. “Criticism of or comment on the practice of one doctor 
by another is proscribed by professional etiquette,” as Armstrong and Ogden have 
noted (2006, p. 962). In a more formal understanding, professional etiquette con-
cerns issues that are not included in guidelines and evidence-based medicine and are 
beyond medical knowledge. However, it ensures learning by one doctor from an-
other without compromising the professional ideals of clinical autonomy (Armstrong 
& Ogden, 2006, p. 963). Nonetheless, we will demonstrate how some of the inter-
viewees in our study, in line with Armstrong and Ogden’s findings (2006, p. 963), 
expressed a “tension between valuing the collegiality of shared decision-making and 
the imperative of maintaining the proper place of clinical autonomy in spirit if not in 
word.”  
GPs in solo as well as in group practices acquire a partial knowledge of peers’ 
treatment decisions, not only when doctors meet in peer groups, but also when se-
lected GPs take over their peers’ patients or when peers have treated some of theirs. 
This happens for one reason or another, for example, during holiday periods when 
the patient’s regular GP is not available. Some of the GPs found that certain of their 
peers were too generous in prescribing antibiotics: 
 
Sometimes I think: “Why don’t we … contact some of those [who prescribe too 
much]?” I don’t think we’re good at discussing things.… It’s taboo to contact 
your colleagues about their prescribing habits.… It’s simply too difficult for us 
to deal with … to criticize colleagues we don’t know. (GP11) 
 
Another GP found it difficult as well to criticize colleagues in the group practice:  
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With one of my colleagues, I have a continuous dialogue about what to do in 
specific situations and, I think, congruent ways of assessing infections and pre-
scribing antibiotics.… However, I could never comment on [another colleague’s] 
practice [concerning overprescription]. (GP20)  
 
Some GPs underlined that they themselves had learnt through this more indirect 
route of professional etiquette from seeing the outcomes of other doctors’ clinical 
practice. Professional etiquette means that in a situation like that mentioned above, 
where one of GP1’s patients was hospitalized, GP1 was not told by the hospital doc-
tors that he should have prescribed antibiotics to treat the patient as safely as possible. 
GP1 told us how he had acquired some practical knowledge from situations handled 
by other doctors and had reflected deeply on this experience, resulting in the read-
justment of his prescribing practice in such cases. The value of the etiquette is, as 
Armstrong and Ogden (2006, p. 964) have put it, that “new ways of treatment could 
be ‘learnt’ without jeopardizing the autonomy of individual doctors.”  
Three of the interviewees (GP1, GP11, GP20) also mentioned a more direct route 
for learning from other doctors when the regional health consultants presented them 
with some statistics on their prescribing practice compared with those for other prac-
tices. Clinical autonomy was for most of the GPs less about never revising their own 
practices than about avoiding peers and third parties controlling and directing what 
to do in specific situations. More tacit measures like clinical etiquette were acknowl-
edged as important components of GPs’ daily work.  
AMR as an environment for general practice 
As the findings have demonstrated, guidelines can be controversial among GPs be-
cause they purport to tell them how to conduct their work. This is also an issue about 
fearing that third parties will interfere and use guidelines to undermine long-standing 
professional autonomy and interests (Larsen, 2016). Guidelines are purposed to pro-
vide the scientific optimum backed up by the best available evidence, and they offer 
instructions on which diagnostic tests to order, as well as when to provide medical 
and other services of clinical practice. However, guidelines also set an agenda for 
jurisdictional activities (Abbott, 1988, p. 83; Timmermans & Kolker, 2004, p. 178). 
GPs’ experiences with antibiotic prescribing in their daily practice indicate that the 
problem of AMR is translated into consultation and clinical practice. Almost all of 
the interviewees had experienced patients with resistant bacteria, and some of their 
judgements in daily practice included elements of a scenario in which they could 
lose one of their most important tools, namely the usage of antibiotics.  
The dilemmas described by the GPs when they were in doubt about whether or 
not to prescribe antibiotics in a specific case were in many cases based on specific 
patients’ individual conditions or previous negative clinical experiences of one kind 
or another. They talked about safety reasons on the level of the doctor-patient en-
counter rather than the global level of the AMR problem. However, it is striking that 
they described many of their experiences as dilemmas and not, for example, matters 
of discretion concentrated on the individual patient; the perception of dilemmas 
might indicate the influence of external forces, such as regulatory boundary activities 
involving national and international surveillances.  
Some GPs found guidelines too long and complex and preferred shorter and eas-
ier ones, as well as fewer editions in a year, and by the same token explained how 
they sometimes encounter very complex situations and patients when assessing 
whether or not to prescribe antibiotics. Such reflections may indicate a defence of 
clinical autonomy. In any case, the GPs believed and argued that guidelines cannot 
cover all the complexities encountered in practice. What is important here is the 
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range of management choices and practices. In a sociological processual and eco-
logical view, it could be added that “all the complexities” should not be analysed as 
an entity (see Abbott’s reflections on the debate of realism and nominalism, 2005, p. 
271), but as an ecology linked to other ecologies, for example, scientific, medical 
industrial, and political, all of which, like the clinical work with different patients, 
represent changing ecologies.  
GPs often need to adopt a pragmatic form of rationality in which they demon-
strate a flexible negotiation between many different situations and normative ends 
that remain clearly distinct from the measurement and rationality invoked in evi-
dence-based medicine and laboratory studies. Such managing also interferes with 
and is interfered with by external forces, as most scholars within the sociology of 
professions would probably agree. However, there is a need for a theoretical appa-
ratus to approach this problem. Abbott has contributed heuristic tools with his re-
conceptualization of the social world in terms of “linked ecologies” (2005), but how 
to expand this to transnational “worlds” remains to be further developed. In our em-
pirical analysis, it did not become evident that “doctoring” involves also handling 
tasks related to global problems, which might imply modes of knowing and acting 
outside the doctor-patient encounter and clinical sphere. This could have something 
to do with the research design, but it might also indicate that “prevention of AMR” 
is not (yet) a jurisdictional claim at the level of the GPs’ workplace.  
Prevention of AMR as a work task is created by internal forces, for example, 
handling of resistant bacteria, as well as external forces, including political ecologies. 
Currently, it is being debated, in this study’s material as well as elsewhere, which 
professions play the most important in claiming prevention of AMR as their work 
task, therein assuming blame and responsibility. Apparently, there is no rigorous in-
terprofessional competition for undertaking the task of AMR prevention. The fact 
that the GPs’ own society has developed guidelines to prevent AMR (DSAM, 2014) 
is, following Abbott (1988, p. 83), an important condition for achieving success in 
legal or public claims of jurisdiction. When our findings indicate that prevention of 
AMR is not fully integrated into GPs’ turf as a contested work task, they might il-
lustrate that “jurisdictional claims entail only secondarily an obligation to in fact 
accomplish the work claimed” (Abbott, 1988, p. 60). Nevertheless, the dilemmas 
experienced by GPs in clinical practice seem to become dilemmas exactly because 
prevention of AMR is considered by GPs as a work task and possibly is recognized 
not only as a political and public agenda but also as a professional one.  
Conclusion and perspectives 
Danish general practitioners have explained how daily work in their practice is far 
from simple and how all clinical incidences cannot be included in readable guide-
lines for usage of antibiotics. By describing a range of dilemmas they encountered 
when deciding to prescribe antibiotics—or not—the interviewees demonstrated 
through their experiences how different patients, situations, and guideline recom-
mendations are negotiated in clinical practice by managing “non-medical issues.” In 
their descriptions of daily work, GPs used the term “non-medical issues” to refer to 
routines, clinical expertise and experiences with their patients, and to explain dilem-
mas and decisions based more on contextual and social circumstances than molecu-
lar conditions—as well as on the fact that such conditions can be hard to assess. How 
professional areas of work are maintained in a manner that protects professional 
identity, linking professional etiquette with questions of autonomy and “tacit ways” 
of learning or confirming knowledge, is one way this article has addressed some of 
the social issues at stake for GPs as they handle the prescribing of antibiotics.  
Findings from this study are helpful in pointing out how and why adhering to 
guideline recommendations in practice should not be studied as an isolated entity. 
Lack of adherence to certain recommendations might in some ways be related to 
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barriers that can be overcome or tailored interventions that can be developed as, for 
example, Lugtenberg et al. (2009) have suggested. However, what might appear as 
lack of adherence is within the workplace arena also about how jurisdiction works. 
This applies not least to daily practice, in which this article has demonstrated im-
portant components such as the following: shortage of time, bad and good experi-
ences, heterogeneity of patient population, including weak patients with chronic and 
comorbid diseases, challenge of too many (new) guidelines, insufficient tests, pro-
fessional discretion, professional identity, autonomy, and etiquette. First and fore-
most, daily practice and professional jurisdiction are considered according to the 
work task of handling antibiotics linked to “ecologies” such as other professions and 
scientific and political ecologies (Abbott, 2005). 
When it comes to the prescription of antibiotics, standardized clinical practice is 
not only for the sake of the doctor or the patient but also for the sake of others—with 
respect to the global world and in the future. The statistics showing increasing num-
bers of antibiotic prescriptions and constantly increasing deaths owing to resistant 
bacteria tell us that we need further insights into what is happening within the infor-
mal arena: the workplace. Public health concerns about AMR have led to practices 
for reducing the growth of resistance by ending “inappropriate use.” Nonetheless, 
GPs struggle with the possible contradictions contained in encouragement to value 
antibiotics yet also to avoid them. Indeed, AMR represents an issue of scientific 
complexity and conflicting interests. It is also an issue of uncertainty, in which risk 
perceptions of various actors are affected by different truth claims of what accounts 
for AMR. As sociologists and scholars within cognate social sciences, we should be 
careful not to focus blindly on the informal arena or the organizational level to the 
exclusion of other reasons. This is where Abbott’s approach of linking ecologies is 
relevant and should be developed.  
Our sampling strategy, although developed to collect varied interview material, 
does not ensure that our study has shown a significant range of variation. This study 
has been more concerned with obtaining reasonable grounds for the relevance of 
essential issues to the sociology of professions in order to discuss how prevention of 
AMR, addressed as a jurisdictional task, can contribute with insights into complex-
ities, constraints and controversies in everyday general practice. It is hoped that the 
article has cast light on how a sociological focus on (barriers to) GPs’ adherence to 
guideline recommendations in practice—that is, in their professional work—should 
be linked to other ecologies in a theoretically fruitful way. If so, further work towards 
contributing to the transnational sociology of profession will require capturing the 
dynamic interplay between local and transnational arenas of professional work and 
organization in relation to challenges of workforce boundaries such as the problem 
of antimicrobial resistance. 
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